INTRODUCTION
Intraarticular (IA) injection with hyaluronic acid or a steroid has become popular for the management of the osteoarthritic knee [1] [2] [3] . A number of anatomic landmarkguided IA injections of the knee have been used, including the lateral or medial midpatellar approaches, and the lateral or medial anterior approaches [4, 5] . The target of the IA injection using an anterolateral and anteromedial approaches, with the patient in the sitting or supine position with the knee bent, has been traditionally the synovial membrane reflections in the intercondylar notch, but the success rate is only 71 and 75%, respectively [5] . Although an IA injection of the knee is not a complicated procedure, it could be difficult to succeed blindly. In a "dry" joint without an effusion, IA placement of the needle using an anterolateral or anteromedial approaches may be difficult blindly.
The success rate of IA injection would be better if it is able to be visually confirmed. Ultrasound methods have been attempted for accurate intraarticular injection of the knee [6] [7] [8] . In a few studies, the needle was inserted at the synovial membrane of the medial femoral condyle using an ultrasound for IA injection [6, 7] . The study showed that ultrasound guided IA injection with anterolateral portals was 97% accurate, and an equivalent alternative to the standard lateral midpatellar portal [6] . However, this method was clinically uncomfortable, because of the following reasons. First, it requires a needle longer than 5 cm long, which has to be manufactured by the order. Second, it is difficult to perform the in-plane technique easily because of the long distance between the probe and the site of needle insertion. Repositioning of the probe for a better sonographic image results in missing the shade of the femoral condyle, so the needle has to be repositioned in many cases.
We hypothesized that an anterolateral approach targeting the lateral femoral condyle would provide an equivalent success rate to the anterolateral approach to the medial femoral condyle, using a shorter needle when performing the injection with in-plane technique.
MATERIALS AND METHODS
The protocol was approved by the Institutional Review Board of Chonbuk National University Hospital. Additionally, written informed consent was obtained from all patients before the beginning of the study. The criteria for the study included patients who had been presented and diagnosed with osteoarthritis of the knee, with persistent and significant pain in the involved joint with a Numeric Rating Scale (NRS) score ≥ 4 out of 10, and the recommendation from the physician for an IA injection. Exclusion criteria were KL grade 4 osteoarthritis, the presence of infection, the use of warfarin therapy, allergy to the local anesthetics, or a body mass index (BMI) of more than 40 kg/m 2 . In this case, the referred patients underwent a preoperative ultrasound examination to identify "dry" knee without a clinically detectable effusion.
The sample size calculations were performed using the PASS (PASS 14 Power Analysis and Sample Size Software (2015). NCSS, LLC. Kaysville, UT) based on the reference value (0.97), non-inferiority margin value (0.85), beta (0.2), and alpha value (0.05) found in the pilot study. A total sample size was calculated to be 96 participants.
In the study, 96 knees were enrolled. The participants were randomly assigned to one of two groups which were group I (anterolateral approach to the medial condyle, 49 knees) and group II (anterolateral approach to the lateral condyle, 47 knees). Although the two groups were randomly assigned to in equal numbers, a different approach was applied for one participant unintentionally.
IA injection in this study was basically performed under ultrasound guidance. The position of the patient was supine, with a 90 degree flexion of the knee. The anterolateral approach is a method of injection on the anterolateral portal. The anterolateral portal was defined by the adjoining structures of the inferolateral border of the patellar, the lateral tibial plateau, and the infrapatellar tendon (Fig. 1) .
The entry point of the needle was about 1.5 cm from the lateral margin of the infrapatellar tendon. The intended needle target points were palpated and marked after getting clear femoral condylar imaging (Fig 2A and B) . Once the needle was visualized, it was advanced toward the central point of the image of the femoral condyle, which was made visible by adjusting the tilt of the probe. A 7 cm 25 gauge (G) needle with a 30 cm injecting line was used for this procedure. In group I, the target of the needle was the synovial membrane covering the medial femoral condyle [6, 7] . In group II, the target of the needle was the synovial membrane covering the lateral femoral condyle. An ultrasound unit with a 13-6 MHz linear array transducer (Edge Ⓡ , Sonosite Inc., Bothell, WA) was used to determine the location of the femoral condyle, the position of the needle tip, and the intraarticular and the extraarticular fluid flow.
True IA injection was determined by observing 1) the demonstration of the free flow of fluid from the needle tip into the intraarticular space, and 2) the demonstration of dilation of the intraarticular space with the injected fluid [7, 8] . Extraarticular injection was determined by observing 1) fluid movement into the anterior fat pad or the backflow of fluid along the needle shaft, 2) increased echogenicity in the septa of the anterior fat pad, and 3) the lack of fluid movement into and dilation of the IA space [7] .
In group I (the anterolateral approach to the medial femoral condyle), the needle passed through the anterior fat pad under the infrapatellar tendon from the anterolateral portal, until the tip of the needle penetrated the synovial membrane covering the medial condyle ( Fig. 2A) . The pain physician placed the ultrasound probe over the anteromedial portion of the bent knee, and thus approximated 90 degrees to the long axis of the needle. The needle was advanced to the central point of targeted medial femoral condyle, which was visualized by adjusting the tilt of the probe. In group II (the anterolateral approach to the lateral femoral condyle), the needle passed through the anterior fat pad from the anterolateral portal, until the tip of the needle penetrated the synovial membrane covering the lateral condyle (Fig. 2B) . The pain physician carefully placed the ultrasound probe over the central portion of the tibial plateau, and then caudally tilted it until a clear image of the lateral condyle was seen. The needle was advanced to the central point of the targeted lateral femoral condyle, which was clearly visualized by adjusting the tilt of the probe. The entry point of needle was about 1.5 cm from the lateral margin of the infrapatellar tendon, similar to group I.
The skin around the injection site was prepared with Betadine (povidone-iodine), and surgical gloves were worn by the physician before injection. The treatment solution containing 4.75 ml of 0.2% ropivacaine and 0.25 ml of triamcinolone (a total volume of 5 ml) was injected for both groups. The needle was advanced when the cartilage was touched slightly under ultrasound imaging. To determine the exact location of the needle, a small volume of the injected solution (1 ml) was initially injected after the initial needle insertion was completed. If the initial 1 ml solution did not enter into the IA space, repositioning of the needle was allowed only once. It was considered as successful when the solution entered into the IA space after repositioning of the needle. Even if the injection was not considered successful, the IA injection proceeded and was completed after repositioning the needle more than once.
All IA injections were performed by one experienced pain physician. We called it a failure of the procedure if the needle was repositioned more than once after the initial placement. All the cases were recorded. The primary outcome was to compare the success rate of two methods of IA injection. The required length of the needle for injection was also measured and compared. Pain intensity was assessed by the NRS in order to evaluate the success of the injection.
The data were expressed as mean ± SD or numbers (percentages), and statistical analysis was performed using the PASS for the Windows version 14.0.8 (PASS 14 Power Analysis and Sample Size Software (2015). NCSS, LLC. Kaysville, UT) and Stata (Stata/SE 14.2 for Windows, StataCorp LLC, College Station, TX). We used the t-test or chi-square test for comparing the two groups' numer- ical or categorical data, and two-way ANOVA was used for comparing pre-and post-injection pain in each group. P values ＜ 0.05 were considered statistically significant.
RESULTS
A total of fifty patients without joint effusion were included in this prospective study. In the study, 96 knees were enrolled. There was no discontinuation of study subjects (Fig. 3 ). There were no significant differences in the basic characteristics of the study population and knees between the two groups except for the left/right side of the knee ( Table 1) . The left/right side of the knees were the only statistical difference between the two groups (P = 0.042). However, the analysis showed that the left/right knees factor did not affect the success rate.
There was no significant difference in the success rate between the two groups ( Table 2) . After the needle insertion was initially completed, a true IA injection was only observed in 33% (16/49) in group I, and 38% (18/47) in group II (Table 2) . However, even if the remaining cases were considered failure, IA injection was successfully per- formed by repositioning the needle more than once. There were significant differences in the measured needle depth between the two groups ( Table 2 ). The needle depth was 5.0 ± 0.8 (range: 3.0 to 6.1 cm) in group I, and 3.0 ± 0.8 (range: 1.5 to 5 cm) in group II (P ＜ 0.001). The needle depth of group I was statistically greater than group II (P ＜ 0.001). In group I, 21 patients required needles longer than 5.1 cm. There were significant differences between the pre-and post-injection pain in the group (Table 2) .
The percentage of reduction from the baseline pain was 64.3 ± 19.2% in group I and 64.7 ± 19.6% in group II. Bleeding was not observed in either group.
DISCUSSION
This study showed that there was no difference between the two injection methods when comparing the success Data were presented as mean ± standard deviation or number (percentage). Analyzed by t-test or chi-square test. *There was significant difference between both groups. † There was significant difference between pre-and post-injection pain (P ＜ 0.0001). After secondary reposition, it is regarded as a failure.
rates of IA injection using different ultrasound-guided anterolateral approaches, and the proposed method was as effective as the other.
The IA injection of the knee using an anterolateral approach requires confirmation of the IA injection more than when using other approaches. Ultrasound can be a good tool for this confirmation. The needle target for the anatomy-guided anterolateral approaches is generally the intercondylar notch, which presents a narrow anatomic target that makes the injection difficult, resulting in only a 71% to 75% accuracy rate [5] .
Clinical experience has shown that the Hoffa's fat pad is the most common ectopic injection site for a missed IA injection with the anterolateral approach [9] . A hyaluronic acid injection into the anterior fat pad causes pain in the patient lasting for several days. It is necessary to increase the success rate of IA injection using the anterolateral approaches. Fluoroscopy has also been used to increase the success rate for the IA injections [10] . Although the radiation dose may not be significant after a single radiogram, repeated injections with this procedure should be done carefully because of the hazard of the accumulated radiation. Therefore, a method using ultrasound with the possibility of a simultaneous on-screen monitoring of injections has been attempted in the anterolateral approaches for confirming IA injection [6, 7] .
In group I, the ultrasound probe was placed on the anteromedial portal area, and it made a clearly visible image of the medial condyle by adjusting the tilt of the probe [6, 7] . In group II, the ultrasound probe was placed on the infrapatellar ligament close to the tibial plate, and then caudally tilted until a clear lateral condyle image was seen. Therefore, with the ultrasound-guided injection it is difficult to select a constant puncture point and direction using the anatomy-guided method, because it is necessary to adjust the probe to view the target image, and, at the same time, to insert the needle.
In group I, it was not easy to determine the entry point of the needle after adjusting the probe because the distance between the probe and the entry point of the needle was large. Because of the use of 25 G needles in the study, it was also not easy to correct the direction of the needle as the depth of the needle increased. However, in group II, the distance between the probe and the entry point of the needle was closer, and the depth of penetration was shallower. Thus, it was easier to select the entry point of the needle and to maintain its direction. Although, the needle was not visualized on the ultrasound image due to its steep angle in group II, there was no difficulty in recognizing the position of the needle tip in the image by the movement of tissue planes around it [11] . In group II, IA injections were successful in all cases, including those considered as failures.
In group I, needle lengths ranging from 3.0 cm to 6.1 cm (5.0 ± 0.8) were required to reach the IA space. In group II, needle lengths ranging from 1.5 cm to 5.0 cm (3.0 ± 0.8) were required. Chavez-Chiang et al. [6] have suggested that the length of the needle used for IA in-jection may influence IA accuracy. It is important to choose a needle of sufficient length to penetrate the IA space. If the selected needle is too short, patients may be dissatisfied because they have to be injected again. Among the 25 G needles, a needle with a short length is easier to handle in a clinical setting. There was no difference in the knee circumference between the groups, although this may affect the length of the needle.
In our study, there were no significant differences in pain reduction and needle introduction pain between the groups. In both groups, the significant pain reduction was seen before and after the IA injection, which may indicate a successful injection. Clinical experience has shown that IA injection of the knee joint is more painful when the injected solution enters Hoffa's fat pad. The test volume used in the IA injections was 1 mL or less.
There are some limitations to this study. First, the ultrasound-guided method of group I, used as a control, is not a standard method. This method was used as a control method because the IA injections can be visualized. However, the image of the injections spreading only within the joint capsule is reliable enough to confirm a successful IA injection. Second, the needle may not be visualized on the ultrasound in group II because the needle was placed in a location angled steeply to the beam. As demonstrated in group I, a 25 G needle is large enough to the visualized on the ultrasound. If the needle is steeply angled to the beam, the needle movement can be recognized through a review of tissue deformation, where the needle tip position is revealed by the movement of tissue planes around it [11] . The IA injection was not difficult in group I.
In conclusion, the anterolateral approach to the lateral femoral condyle, using the ultrasound, is an alternative method to the approach targeting the medial femoral condyle, using a shorter needle when performing the injection with in-plane technique. Selecting the entry point of the needle and maintaining its direction would be easier when using the anterolateral approach to the lateral femoral condyle.
